Objective: to evaluate newborns with suspected hip instability, referred by pediatricians to a tertiary orthopedic service. Methods: newborns from a public university maternity hospital, with suspected instability or risk factors for hip dysplasia, were referred to the Department of Orthopedics and Anesthesiology, Ribeirão Preto/SP, where we evaluated them clinically and through ultrasound examinations of the hips. Once we found dysplasia, we initiated treatment, and in cases in which there was only hip immaturity and normal clinical examination, we performed clinical and ultrasound observation and review at two or three months of age. Results: we examined 448 newborns, with female predominance and average age at first evaluation of 27 days. The main cause of referral was pelvic presentation at delivery. In 8% there was a positive Ortolani sign and in 12.5%,. At orthopedic examination, 405 (90.5%) patients were normal, 8.5% had hip click and 1.1% had positive Ortolani test. At ultrasound, 368 (89.5%) had immaturity, 26 (6.3%) had moderate dysplasia and in 17 (4.1%) patients the hips were frankly dysplastic. All cases with positive Ortolani sign showed dysplasia at ultrasound. Conclusion: there was an excess diagnosis of hip instability in the pediatrician evaluation, which, however, allowed the patient a second assessment, in a more specialized environment and with more technological resources.
involves an evolutionary spectrum of childhood disorders that begins with instability and acetabular dysplasia, and may lead to sub-dislocation and even complete dislocation of the hip during growth.
It presents a typical form, in which the child is otherwise normal, and a teratogenic form, in which the hip is usually dislocated at birth due to syndromic systemic conditions or neuromuscular disorders such as myelomyngingocele, arthrogryposis and others 1 .
Typical dysplasia may regress spontaneously in mild cases, but without treatment may result in painful conditions associated with joint degeneration and gait disorders 1 . The incidence of typical DDH depends on the geographic region and the literature analyzed, ranging from 1/1000 to 20/1000 live births [2] [3] [4] [5] .
Although there are no official statistics in our country, it displays a higher incidence in the Southern region.
In the past, the condition was known as congenital hip dislocation, because the diagnosis was made late. Consequently, treatment started when the hip was already dislocated had poor results and many sequelae. From the beginning of the XX Century, great contribution was made by Ortolani, disclosing the possibility of early diagnosis and treatment of the condition. By involving nonorthopedic doctors in the diagnosis, especially pediatricians, Ortolani greatly contributed to the prevention of sequelae, which were very common in the orthopedic environment.
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Another important historical step occurred when the possibility of cases of typical dysplasias with different severity profiles was recognized, as well as the evolutionary aspect of the condition and the possibility of not always being congenital, which led to the change of its name from "congenital hip dislocation" to "developmental dysplasia of the hip" 6, 7 . Currently, the term "congenital dislocation" was reserved for late diagnosis or teratogenic cases, where the dislocation occurs intra-uterus and is usually accompanied by severe malformations of the various anatomical elements of the hip, with complete dislocation and irreducibility by conservative means.
Another great benefit to the understanding of DDH came up with the use of ultrasound, which highlights the contribution Graf [8] [9] [10] [11] Radiology residents specializing in the locomotor system performed the US exams under the supervision of an attending physician. We determined the alpha and beta angles, which delimit three zones once cast on the Graf ruler ( Figure 1 ). In zone I there is only hip immaturity and there is no need for specific treatment, only follow-up. Zone II is subdivided into two areas: transition subzone, where patients may or may not be treated depending on their history and physical examination, and danger subzone, where cases are usually treated. Zone III hips are considered broadly dysplastic and require treatment 9 . We excluded cases of teratogenic dislocation (association with syndromes, multiple malformations or neuromuscular diseases).
For the present evaluation, we collected data from medical records of newborns treated during the period between June 2015 and October 2017 (29 months). We followed the flowchart of figure 2. Currently, there is much awareness of the need for early diagnosis and treatment of DDH and that the first step in this should be done in the delivery room and in the maternity ward.
However, less well known is the fact that the hip should continue to be examined following childcare, until six months of age, for the diagnosis of late cases, but with normal initial examination. The aim of the present investigation was to evaluate the first period of diagnosis, that is, the newborn phase. Our overall results show that the group of pediatricians in the maternity ward in question is well informed about the importance of diagnosis. Another important point is to provide the pediatrician with a channel for referral of cases so that the assessment by the orthopedist is easy. In this regard, our data also show that there is an adequacy of this system, since newborns were examined in the appropriate age group.
However, a methodological limitation is that we have no information about cases born in the maternity not suspected of hip instability, and therefore not referred, although the condition could exist (false negatives). Recent publications warn that no professional, not even the ultrasound exam, can diagnose all cases of instability 17 in the incidence of late cases, but there was an increase in the number of unnecessary reviews and treatment rates, as well as health system overload [19] [20] [21] .
According to Paton 22 Kamath and Bramley 24 studied cases of hip clicking by ultrasound and found that, in a small percentage, they were associated with mild dysplasias, which did not require treatment.
They recommended that persistent clicks for more than six weeks should be investigated by US. In any case, it is recommended that the ultrasound examination always be associated with the clinical examination 25, 26 . In conclusion, there are several nuances to clicks. Those most typical and persistent up to three months after the first examination should undergo US.
In our cases, 8.5% of the newborns had clicks in the first visit. However, none of them persisted and thus there was no need to prolong follow-up. Given that the hip is such a stable joint in the adult, it is intriguing that it presents this degree of instability in the young child. Moreover, if we consider that the hip has an embryological origin in a single mesenchymal mass, which progressively differentiates into individualizing the acetabulum from the femur, with the creation of a gap between the mesenchymal nuclei, that is, the femoral head is originally formed within the acetabulum 27 . This leads to search for some factor that could alter this relationship after the formation of the joint. It is believed that there are two important factors in cases of DDH: acetabulum dysplasia and capsular-ligament laxity 27 .
Currently, diagnosis and treatment are based on morphological changes in the acetabulum, but this change is probably secondary to inadequate dynamic positioning of the femoral head before birth due to excessive capsule compliance in some individuals.
In summary, our results show that there was an overdiagnosis of hip instability in the pediatrician evaluation and, consequently, referral to the orthopedist. Although this may cause overload to the health service, this attitude is adequate, as it allows the patient a second assessment in a more specialized environment and with more technological resources.
